Introduction
During the last three decades intrapartum fetal mortality has decreased all over the western world. In most clinics this decrease in fetal mortality rate has been paralleled by an increased frequency of electronic monitoring of the fetus during labor.
However* even large randomized trials comparing electronic monitoring of the fetus to a group of fetuses not being monitored have failed to prove a beneficial effect of electronic monitoring concerning the perinatal mortality. When major neurological handicaps are evaluated in the same series even this condition have not been influenced by electronic monitoring in the few randomized trials (1) . These results may be explained by the few intrapartum fetal deaths and the few neurologically damaged fetuses in both groups. However, it stresses the need for other ways of fetal monitoring.
As the ultimate goal of fetal monitoring is to prevent cell damage of the most vital and most sensitive organs (e.g. brain and heart), a method of fetal monitoring which detects a decrea-152 sed oxygen/energy supply to these organs before cell damage oc- The correlation between the umbilical artery blood pC02 and the transcutaneous pC02 (tc-pC02) obtained 0-10 minutes before delivery was acceptable, (n = 49, r = 0.49), but this correlation was not as good at the correlation found by the authors in an earlier study in which an electrode temperature of 44°C was used (r = 0.77, n = 64). The correlation between the arterial umbilical artery blood pC02 and transcutaneous pC02 was best in the centers that were used to tc-pC02 monitoring.
In three acidotic neonates (arterial umbilical artery blood pH less than 7.15) tc-pC02 was monitored 0 -1 0 minutes before delivery. The tc-pC02 was increased in one case (13.3 kPa), but it was normal in the other two cases (7.5 and 5.1 kPa). The umbilical artery blood pC02 and the last transcutaneous pC02 value at the different centers was studied. In most centers the mean umbilical artery blood pC02 was the same (6.6 -6.7 kPa), one center having a mean umbilical artery blood pC02 of 7.1. In contrast the tc-pC02 varied between the centers with mean values from 6.8 to 8.0 kPa. The highest mean values were found at the two centers with the highest experience in tc-pC02 monitoring.
Theoretically, the metabolic production of C02 of the outer skin layer should contribute to the tc-pC02 with 0.5 kPa and the tc-pC02 should consequently be 0.5 kPa higher .than the umbilical artery pC02. This was nearly the case in the two most experienced departments.
The success rates of tc-pC02 monitoring was quite different be- 
